I n 2004, the 'New Ways of Working in Critical Care Team'
(NWWCCT) at the Modernisation Agency (Department of Health) identified pilot sites to implement trials of advanced and assistant critical care practitioner roles, to assist both doctors and nurses in intensive care who were suffering from staff shortages. The objectives of the NWWCCT were to address policy barriers and to influence accountability and national regulations for these new roles. The role of Advanced Critical Care Practitioner (ACCP) was developed to address difficulties in medical staffing resulting from the introduction of the working time directive (WTD); 1 the intended skills for the ACCP included clinical assessment of the critically ill patient, endotracheal intubation, solo intraand inter-hospital transfer of the critically ill, and arterial and central line insertion. This culminated in the publication of the National Competency Framework for Advanced Critical Care Practitioners. 2 Without question, for me in the role of ACCP, the principal challenge is cross-boundary working. The temptation always is to get very hung up on the advanced technical skills that go with the role, and which threaten perceived boundaries with medical staff. In reality, the key issues are the complex clinical decision making and accountability issues surrounding those skills.
'Pushing the boundaries' may create disquiet among trainee medical staff faced with an individual from a different discipline with potentially greater experience and knowledge of critical care. This provides a significant challenge, as it raises questions about the current delivery of medical training, medical staffing and the position that medical staff hold in the hierarchy of a critical care unit. In reality, team structure tends to be more horizontal in critical care than in other clinical areas, and all members of the critical care team are essential to its smooth functioning. With the current changes in medical education, trainees working in intensive care units are frequently fairly junior. This may change the balance of responsibilities, making the contribution of the critical care nurse more significant. It has been suggested that the ACCP role has the potential to cause conflict with junior medical staff who are competing for skills practice and training opportunities. In reality, within our unit the junior medical staff have agreed that the presence of this role provides advice, skills and support hitherto not available. 3 Working with a regular turnover of junior medical staff requires good communication skills, and the ability to instigate verbal 'operational contracts' or 'rules of engagement' with each new intake of medical staff. Hence, this is not a one-off contract, but one that needs to be reviewed and (potentially) re-negotiated with new staff members. On a positive note, the need for constant re-negotiation means that the ACCP has to ensure clarity about role division and levels of practice.
A significant advantage of the ACCP role for the intensive care unit is that it can improve the sometimes elusive goal of maintaining continuity of care. The ACCP can be called on to undertake assessment of referrals for intensive care management, including clinical assessment and meeting and communicating with the patient and with his or her family. The admission process may involve using advanced clinical skills; however, the important features of the interaction are the advanced clinical decision making and communication. This relationship with the patient and their family continues through their clinical journey within the intensive care unit, the ward and the ICU clinic up to three months' postdischarge. In continuity terms, there are very few critical care nursing roles where such a cycle of continuity can be achieved easily. The ACCP role enables patient-based rather than occupational boundary-based care, a key goal of Comprehensive Critical Care 4 reinforced by the Nursing Contribution to Comprehensive Critical Care. 5 A further advantage of the ACCP role for ICU nurses lies in the provision of a potentially clear career structure. For many years, senior clinical nurses have moved into education or management roles in recognition of their experience and seniority. A key driver for the development of nurse consultant roles has been the recognition of clinical expertise and the need to retain that expertise closer to the patient. The ACCP role offers the opportunity for nurses who want to use their years of critical care nursing experience in a challenging new role with significant patient contact while moving up the career ladder.
In contrast to the current system, the flexible nature of the ACCP role has the potential to ensure that critical care nurses have the opportunity for support from highly experienced nurses. This is supported by Cuthbertson, 6 who suggested that we need to be looking towards 'inreach,' as the climate and culture within ICU changes over time. Arguably this ensures intensive care unit staff are supported to the same extent as ward staff are supported by outreach teams, thus recognising the change from the focus required at the time of publication of Comprehensive Critical Care. 4 With significant reductions in the number and prior experience of medical trainees spending time in ICU, we may see ICU requiring the same level of support as the wards.
It is important to acknowledge that interest in the ACCP role has undoubtedly resulted from concerns about the reduction in trainee medical staff experience and numbers; that The Advanced Critical Care Practitioner: trailblazing or selling out?
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Editorials does not mean, however, that we, as a nursing profession, cannot gain significantly in terms of our development. For the first time, we are in a unique situation where some of the professional constraints and unresolved legislation issues are being addressed -non-medical prescribing being a prime example.
There has been much rhetoric suggesting that the image of critical care nursing has been blurred, blended or is disappearing due to the development of ACCP roles. 7 Patients appreciate the fact that they have a critical care nurse who can manage whole episodes of care. The essence of critical care nursing is not eroded by the extension of the new roles, it is an evolving process. Critical care nurses have long been at the forefront of technical and technological advances; performing highly complex clinical procedures is not new, merely an extension of developments over the past decade. It is not so many years ago that there was an outcry at the prospect of nurses inserting cannulae and (longer ago!) recording blood pressure. The questions we really need to ask are: what are the patients' needs and who is best placed to manage and implement their care? There is a real balance to be struck between retaining our professional identity and capitalising on the contribution that a critical care nurse makes to an acutely unwell patient and their family.
In my own unit, the support that I have received from both nursing and medical staff on the ICU has been consistent, unfailing and cohesive. Moreover, improved communication with the ACCP acting as an interface between medical and nursing staff, only serves to improve patient care and develop awareness of the unique contribution of each role.
This role is not for everyone; indeed the numbers will likely be small due to the extensive training requirements. However, we can still view it as a positive development for critical care nursing for those who wish to extend and expand their skills in a different way in the interests of the patient. On a personal note, my role as an ACCP ensures that my many years experience in critical care is kept at the patient' s bedside.
Issues about regulation are still not resolved, and at present an ACCP will continue to be regulated by their original regulator, the Nursing and Midwifery Council in the case of a nurse, or the Health Professions Council, for example, if the ACCP is a physiotherapist. In the future, it is hoped that all ACCPs will have a single regulator irrespective of their background.
Here we have an opportunity to ensure that clinical experience is recognised within a career structure, and that the contribution of critical care nursing can cope with changing clinical demands. Indeed, the drivers behind Comprehensive Critical Care, while still apparent, have been joined by other concerns regarding patient safety and staffing, which we need to respond to. That critical care is a rapidly changing environment is without question; our ability to be able to adapt needs to be assured.
Although the ACCP programme was not developed wholly with the critical care nurse in mind, this does not mean that nurses cannot seize the opportunities placed before them to drive these developments. This ensures that the unique contribution of the critical care nurse can evolve and remain integral to the provision of what the patient and their family need. Let the bottom line question always be: what does my patient need, and who is best to provide that? We need to be secure enough with the contribution that each of us makes to patient care to explore the possibilities with this question in mind.
